INTRODUCTION
The Institute of Medicine's 2014 report Dying in America calls for all clinicians to provide symptom-oriented palliative care to patients, especially for the growing population of older adults with advanced illness. 1 Oncology, cardiology, and neurology professional societies all recommend their members complement usual disease-oriented care with symptomoriented palliative care services for patients with advanced illness. [2] [3] [4] However, the proportion of oncology, cardiology, and neurology patients who have advanced illness and are most likely to benefit from symptom-oriented palliative care is unclear.
METHODS
We conducted a cross-sectional analysis of the National Ambulatory Medical Care Surveys (NAMCS) (2009-2011), a nationally representative survey of ambulatory care patient visits to non-federal office-based physicians. We used chisquare tests to compare differences across US oncology, neurology, and cardiology clinics among adults 65 years and older with advanced illness. Advanced illness was defined by ICD-9 codes from the NCQA Palliative and End-of-Life Care Physician Performance Measurement Set. 5 We examined sociodemographic characteristics and prevalence of multimorbidity. Results were adjusted for survey weights and design factors to provide nationally representative estimates. This study was exempted from review by the IRB of the University of California, San Francisco.
RESULTS
Between 2009 and 2011, 14.0% of visits among adults 65 and older to US oncology, neurology, and cardiology clinics were by patients with advanced illness (Table 1 ). The rates of advanced illness visits across clinics were different for neurology (22.1%), oncology (19.2%), and cardiology (9.6%) (p < 0.001). There were substantial differences in the proportion of advanced illness visits by age and gender. Among adults 65-74, a higher proportion of oncology (20.8%) visits were advanced illness visits; among adults 75+, a higher proportion of neurology (28.3%) visits were advanced illness visits. For both men and women, the highest proportion of advanced illness visits occurred in neurology clinics (both p < 0.001).
Other characteristics related to advanced illness visits were socioeconomic factors, insurance, and prevalence of multimorbidity. For Hispanic patients, nearly 1 in 3 neurology (29.4%) visits were advanced illness visits. In contrast to nonHispanic Black patients, only 1 in 6 neurology (16.6%) visits were advanced illness visits. For insurance, Medicaid oncology patients had the highest rates of advanced illness (41.6%, 95%CI 25.9, 59.1). This was substantially higher than the rates of advanced illness among Medicare oncology patients (18.5%, 95%CI 15.9, 21.5), Medicaid neurology patients (22.5%, 95%CI 9.2, 45.5), and Medicaid cardiology patients (4.3%, 95%CI 1.3, 13.1). Patients with multimorbidity, defined as three or more chronic conditions, had nearly twice the rate of cardiology advanced illness visits than patients without multimorbidity (13.1% vs. 6.1%; p < 0.001). Rural patients had high rates of oncology advanced illness visits compared to non-rural patients (33.6% vs. 18.7%). Although differences are noted in advanced illness visits across oncology, neurology, and cardiology clinics, overall, our results show that advanced illness visits are common to these practices.
DISCUSSION
With 14.0% (or 1 in 7) of patient visits to oncology, neurology, and cardiology clinics involving individuals with advanced illness, our results suggest that many patients seen in these clinics would benefit from symptomoriented palliative care in conjunction with usual diseaseoriented care. 6 Specifically, our results suggest that 1 in 5 patients seen in oncology and neurology clinics have advanced illness and would likely benefit from a symptom-oriented palliative approach. One in 10 patients in cardiology clinics have advanced illness and would likely benefit from a palliative approach. In addition, the high rates of advanced illness among rural oncology clinics suggest that interventions such as telehealth may allow for the cost-effective provision of needed palliative care services to this underserved population. Our findings have important implications. Patients 65 years and older with advanced illness visits are not rare. Although, some patients with advanced illness may need specialized palliative care requiring referral to palliative care trained physicians, many advanced illness patients may benefit from basic palliative care that can be provided by all clinicians. Thus, there is a huge opportunity to recognize/identify those eligible for palliative care earlier in every clinical practice, and increase palliative care education and resources for all providers, including oncologists, neurologists, and cardiologists. Focused educational interventions in basic palliative care may help oncologists, neurologists, and cardiologists provide optimal symptom-oriented care along with disease-oriented care that is aligned with patient values, goals, and preferences.
